To evaluate the effect of the treatment with nitric oxide (NO) donors in pregnant women with small-for-gestational age fetuses. Methods: 48 pregnant women referred for small for gestational age (SGA) fetus underwent a non-invasive hemodynamic measurement and an ultrasonic assessment of fetal growth. We obtained three subgroups according to total vascular resistance (TVR): Group A (high TVR treated, n=13), Group B (high TVR untreated, n=15) and Group C (low TVR untreated, n=20). After 4 weeks, we repeated fetal biometry and maternal cardiovascular assessment. Furthermore our aim was to identify those fetuses which turned their conditions to pathological intrauterine growth restriction (IUGR).
Supporting information can be found in the online version of this abstract OC09.02: Table 1. Objectives: DV is usually used for timing the delivery in IUGR fetuses. The aim of this study was to investigate the relationship between abnormal blood flow in DV and intrauterine fetal demise (IUFD), cord blood pH, base excess (BE) at birth considering time lasted between ultrasound and birth. Methods: 150 consecutive early IUGR fetuses who underwent ultrasound assessment of DV were considered. The DV was related to IUFD and fetal acid base status at birth. An abnormal DV was considered that with absent or reverse A-wave. Time between first ultrasound examination and birth was considered. Results: Mean gestational age at delivery was 29.4 weeks (±1.75) and the mean gestational age at first ultrasound was 28.8 weeks (±2.00). Mean fetal weight at birth was 875.69 grams (±224.62). Abnormal DV was present in 44 cases (29.33%). There were 6 (4%) IUFD, abnormal cord blood pH was present in 70 (48.61%), and BE in 63 (43.75%). Perinatal mortality rate was 21.33% (32/150). Fetuses with abnormal DV had a significant increased risk of IUFD with a cumulative risk of 12% (CI.95 0-22%) during the first day vs. 0% in normal DV (p<0.05). In normal DV fetuses the cumulative risk of IUFD at 10 days was 5% (CI.95 0-11%) and was lower respect to abnormal DV (p<0.05). In the abnormal DV there was an increased risk of abnormal cord blood pH or BE (p<0.05). In the abnormal DV neonatal death was not associated with abnormal cord blood pH or BE at birth. The only significant correlation was between abnormal cord blood pH at birth and neonatal mortality in the normal DV waveform group (p<0.05). No significant differences were found in morbidity between the two groups. Conclusions: This study shows how a normal or abnormal DV does not reduce IUFD, but is related to a worse acid-base status of the fetuses. This result should be considered as the mortality rate may increase in DV abnormalities while this in not significant for morbidity. Objectives: Fetal growth restriction (FGR) is a major contributor to perinatal morbidity and mortality, particularly in low-income countries. While systematic use of umbilical artery (UA) Doppler has proved efficient in obstetric care in high-income societies, less is known of low-income countries. We aimed to assess management and perinatal outcomes before and after introducing UA Doppler for cases suspected of FGR. Methods: Baseline data were collected at Patan Hospital, Nepal, during 2.5 months from women referred for suspicion of small for gestational age (SGA) at ≥24 weeks. In the interventional phase (4.5 months), UA Doppler was added to differentiate FGR. Obstetrician were informed about the findings and advised of follow up scan according to a pre-planned algorithm. Patient characteristics, number of scans, Doppler and fetal biometry results, obstetric interventions, perinatal outcome and days of hospital stay were recorded during both phases. Results: A total of 235 pregnant women (110 baseline and 125 interventional phase) with suspicion of SGA or previously diagnosed SGA, were examined. Dropouts were 15.7% with no differences between the groups (P=0.4). There was no difference between the two groups concerning ethnicity, obstetric history, number of scans, perinatal mortality, stay in hospital or admission to NICU. However, the intervention group reached higher gestational age at birth (P=0.002) and birth weight (P=0.006), had more vaginal deliveries, less vacuum extractions and less Caesarean section (overall P=0.03). Conclusions: In Nepal, introducing UA Doppler in the SGA management, led to less interventions and longer pregnancies without altering perinatal outcomes.
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